Background: Studies show the effectiveness of group psychoeducation in reducing symptoms in people with depression. However, few controlled studies that have included aspects of personal care and healthy lifestyle (diet, physical exercise, sleep) together with cognitive-behavioral techniques in psychoeducation are proven to be effective. The objective of this study is to assess the effectiveness of a psychoeducational program, which includes aspects of personal care and healthy lifestyle, in patients with mild/moderate depression symptoms in Primary Care (PC). Methods: In a randomized, controlled trial, 246 participants over 20 years old with ICD-10 major depression were recruited through nurses/general practitioners at 12 urban Primary Care Centers (PCCs) in Barcelona. The intervention group (IG) (n=119) received a group psychoeducational program (12 weekly, 1.5 h sessions led by two nurses) and the control group (CG) (n=112) received usual care. Patients were assessed at baseline and at, 3, 6 and 9 months. The main outcome measures were the BDI, EQ-5D and remission based upon the BDI. Results: 231 randomized patients were included, of whom 85 had mild depression and 146 moderate depression. The analyses showed significant differences between groups in relation to remission of symptoms, especially in the mild depression group with a high rate of 57% (p=0.009) at post-treatment and 65% (p=0.006) at 9 month follow up, and only showed significant differences on the BDI at post-treatment (p=0.016; effect size Cohen's d'=.51) and at 6 and 9 month follow-up (p= 0.048; d'=.44). In the overall and moderate sample, the analyses only showed significant differences between groups on the BDI at post-treatment, p=0.02 (d'=.29) and p=0.010 (d'=.47), respectively. The psychoeducation group improved significantly on the EQ-5D at short and long-term.
Background
As depressive disorders are major public health problems with a prevalence of major depression in Europe of 8.56% [1] and, strikingly, 5-16% in primary care patients, they are the third leading cause of consultation in primary health care [2] [3] [4] .
The impact of depressive symptoms on quality of life (QoL) has already been shown in a community population [5] . The impact of depression on patients' well-being and QoL has been shown to be equal to or greater than several other major chronic medical conditions such as diabetes mellitus, heart disease and arthritis [6] [7] [8] .
Depression has been associated with greater morbidity, mortality, health care utilization and health care costs [9, 10] . The economic costs of depression have doubled in the last ten years, mainly due to an increase in indirect costs from loss of productivity [11] .
There are a wide variety of psychological interventions for treating depression [12] and one which has been shown to be effective in treating depression is psychoeducation [12, 13] . A meta-analysis indicates that psychoeducation has an effect size that is comparable with other modalities of treatment for depression [14] . With regard to the management of mild to moderate depression symptoms, psychoeducation is an effective therapy in the treatment of depression in adults [13, 15] as it reduces the depression symptoms and can prevent depression in primary care patients [16] [17] [18] .
Most international clinical practice guidelines (CPG) for the management of depression recommend psychoeducational interventions and brief psychotherapies as a first step in the treatment protocol [15, 19, 20] .
In this case, when we talk about psychoeducation, we refer to group psychoeducation which is offered to people with a mental disorder to help them understand and manage their disease. This is done by reinforcing patients' resources and skills so that they are better able to cope with their situation, prevent relapse and contribute to their own health and welfare. The educational intervention was based on the patients' active involvement in the analysis of their situation and its solution. As such, it includes psychotherapeutic techniques (behavioral activation, cognitive behavioral therapy and problem solving) and homework tasks. At the group level, information is provided to several patients about their condition and they have the chance to exchange ideas about their experiences; creating a space for mutual help group [21] [22] [23] .
Psychoeducation has been used in health-care and community settings and seems effective in prevention and quality improvement programs in US primary care [18, 24, 25] . In Europe, this psychoeducational intervention has proved to be effective in reducing depression symptoms in mild and moderate depression in the short term [26, 27] and long-term [28] , and has shown it can be carried out by community nurses with previous training [24, 27, 29, 30] .
The majority of studies which have assessed the effectiveness of psychoeducation have used "Coping with depression (CWD)" or a version of it. The CWD is a cognitive, psychoeducative, behavioral intervention based on the theory of depression and social learning (Teri & Lewinsohn, 1986) [31] which aims to improve selfesteem levels and social support, and develop/improve those skills which have been found to help in the prevention of depression from its onset: social skills, activity level management (pleasurable activities) and management of depressive thought.
There are other psychoeducational formats such as a psyco-educational cognitive workshops [32] , cognitive bibliotherapy [33] , education and group counselling [34] , and some psychoeducational interventions as well as computerized cognitive behavioral therapy [35] [36] [37] and psychoeducation through a website [38] which included aspects of the healthy lifestyle recommended in their program.
To date, there is evidence of the effectiveness of psychoeducational intervention in the Primary Care depressive population [26, 27] , although there are no studies that have recorded important aspects of patients' personal care (diet, physical activity, sleep hygiene, information on the importance of therapeutic adherence and the side-effects of pharmacological treatment) and the identification and management of depression symptoms within the psychoeducational group intervention; aspects which have already been shown to aid recovery in these patients [15, 39] . This new psychoeducational group intervention format is based on three fundamental care aspects for the patient with depression: improving knowledge of the disorder, promoting a healthy life-style and acquisition of habits which are beneficial to health, and the development of resources to cope with critical situations (behavioral activation techniques, cognitive behavioral therapy, problem-solving and breathing-relaxation).
The main objective of the study is to evaluate the effectiveness of this intervention through the rate of remission in the study sample post-intervention and at 6 and 9-month follow-up and, to determine whether the improvement in depression symptoms is associated with an improvement in quality of life at post-treatment and at follow-up.
As secondary objectives, we were interested in analyzing which population most benefits from this intervention; the population with "mild" or "moderate" symptoms.
Methods
Randomized controlled trial, open parallel-group was conducted between December, 2008, and April, 2010, in primary care centers in Barcelona, Spain.
Participants
A total of 246 participants were recruited by general practitioners (GPs) and nurses between December, 2008, and March, 2009, in 12 primary care centers (PCC) in the Barcelona urban area. These PCC participants had varying socio-demographic and economic resources.
Inclusion criteria were: a) patients older than 20 years of both sexes; b) diagnosed with a major depressive disorder according to the International Classification of Disease 10 th revision (ICD-10) [40] ; c) having mild to moderate symptoms according to the Beck Depression Inventory (BDI ≥10 and <30) and d) provision of signed informed consent.
Exclusion criteria were: a) patients with other diagnosed associated psychiatric disorders (including personality disorders and drug and alcohol abuse); b) current presence of suicidal ideation or suicide attempts; c) using secondary mental health services; d) patients with acute or terminal medical illness; e) inability to speak and understand Spanish and/or Catalan language; f ) sensory or cognitive disabilities; g) illiteracy; h) temporary residents or i) non-provision of consent. Concurrent treatment with antidepressants was not an exclusion criterion but patients taking antidepressant medication could not have changed their treatment during the previous month.
Ethical approval was granted by the Jordi Gol i Gurina Foundation. Informed consent was obtained from all participants prior to their involvement in the study.
Procedure

Recruitment of participants
Nurses and GPs at each PCC were responsible for identifying patients with a possible diagnosis of depression. Once detected, the GPs were responsible for diagnosing depression disorder according to the ICD-10. Participants who met BDI criteria for mild or moderate depression (a score of BDI ≥10 and <30) were provisionally accepted into the trial.
The time of patient recruitment was 2 months prior to the start of the intervention. If, after two months, the 24 patients were not recruited, the intervention began with the available patients. Therefore, we prepared randomized series from 16 to 24, depending on the number of patients recruited.
At each PCC two nurses were responsible for carrying out patient assessment through an individual interview. These nurses were the same as those that would conduct the intervention group.
First evaluation and randomization
Initial assessment included sociodemographic characteristics (age, gender, nationality, marital status, educational level, number of children, employment status, economic status, core coexistence), medication (antidepressant, anxiolytics, hypnotics), administration of the Beck Depression Inventory scale (BDI) and the EuroQol-5D (EQ-5D) questionnaire. All study variables were entered in a study database.
All patients evaluated who met the inclusion criteria were assigned a number consecutively. The participants were randomly allocated to one of two conditions by means of a computer-generated random allocation list. The computer program carried out series randomized from # 1 to 16, 18, 20, 22 and 24#, depending on the number of participants in each PCC. For the intervention group and control group the same number of patients was used (minimum 16 people and maximum 24 per PCC).
An independent person was responsible for managing the randomization lists. Subsequently, this individual sent the randomization lists in a sealed envelope to the two nurses at each PCC a few days before the intervention began.
Follow up evaluations
All outcome variables were assessed four times: prior to start of the study (pretest), after 3 months (post-test), and at 6 and 9 months after inclusion (first and second follow-up, respectively) in individual data collection sessions.
Measures
Diagnoses for participants were based on the International Classification of Diseases, 10 th revision (ICD-10) [40] . The diagnosis was made by the general practitioner. Prior to the use of questionnaires, permission was requested from the authors.
Beck depression inventory
The Beck Depression Inventory [41, 42] is a brief scale of 21 items which assesses the severity of depression symptoms during the previous week. We selected the BDI due to its good internal consistency, validity, sensitivity to change, and the fact that it includes an assessment of cognitive and psychosocial symptoms.
The score range is 0-63 points. The usually accepted cut-off points for adjusting the intensity/severity are as follows: No Depression: 0-9 points, mild depression: 10-18 points, moderate depression: 19-29 points and severe depression: ≥ 30 points [43] .
EuroQol quality of life questionnaire
The EQ-5D is a self-report scale allowing a multidimensional description of health and construction of a digital health profile. It is a standardized measure of health status, applicable to a wide range of health conditions and treatments which provides a simple descriptive profile and a single index value for health status [44] . This scale was validated in Spain by Xavier Badia in 1999 [45] .
Remission
Clinical remission is based upon the BDI, which is a self-report screening instrument. Remission is defined as a mean BDI score of ≤11 [46] . On the BDI self-rating scale, a cut-off of BDI ≤11 emerged for remission with a sensitivity of 90% and specificity of 64%.
Group treatments Description of the training
Nurses who lead psychoeducational groups have received previous training in relation to depression (characteristic symptoms, diet, sleep, self-esteem, self-image, physical exercise and pharmacological treatment) and in the conducted-observation groups by therapists with extensive experience. They have also been trained in techniques such as problem solving, relaxation-breathing techniques, behavioral activation and cognitive restructuring therapy. The training period was 40 hours.
The GPs received previous training in relation to the detection and diagnosis of depression in patients, and the basic principles of group psychoeducational intervention.
Description of the psychoeducational group intervention
The intervention consisted of 12 weekly, 90 minute sessions led by two nurses. A total of 24 nurses collaborated in the study, two nurses per PCC. During the study period, twelve groups were formed. Each group consisted of 8-12 participants.
The research group developed a protocol with a program of 12 group sessions in order to homogenize the study interventions [47] .
The description of the objectives of the 12 sessions is shown in Table 1 To enhance the active role of the patient, each session was accompanied with homework for the patient. The participants were free to continue under pharmacological treatment.
The group interventions were conducted on the PCC premises. All PCC settings had the space and equipment necessary to carry out the intervention.
Description of the control group
Members of the control group received usual treatment (visits with the GP and nurses). There was no pattern of visits established; the patients could go to the PCC when they needed to. The GPs and nurses use their own criteria to attend depressed patients. During the visits, the patient was asked about their general health status, adherence to antidepressant treatment (if they had prescribed medication) and the GP and nurses answered any queries about healthy lifestyle (such as sleep, diet and exercise). Each visit lasted 10 to 20 minutes. The participants were free to continue under pharmacological treatment.
Analysis
Sample size calculation
The sample size was determined by practical restrictions and estimation of statistical power. Accepting an alpha risk of 5% and a beta risk of 20% in a bilateral contrast, at least 92 subjects were needed in the intervention group and 92 in the control to detect a difference equal to or greater than 4.5 units on the BDI scale. It is assumed that common standard deviation is 10. A loss rate of up 15% has been estimated.
Statistical analysis
The analysis was carried out on an intent-to-treat basis. The analyses were based on the data of the 231 participants who completed some of the evaluations. The intentto-treat analysis was carried out as follows; missing values were replaced by the scale scores of the previous assessment (the last observation carried forward (LOCF)) to assure no increase. To examine baseline differences in the sociodemographic and clinical characteristics between groups, the t-Student test for continuous variables and Chi-square test for categorical variables were applied. The effect of the intervention on the outcome variables was measured by the difference in scores between groups and the effect size. Standardized effect size (SES) [48] is calculated as the mean difference between the intervention and the control groups, divided by the standard deviation (SD) of the control group. The SES is a standardized measure of the change that allows comparison between groups, between measures in the same study and between different studies [49] .
The standardized mean response (SMR) was used to measure the effect size within group comparisons. The SMR was calculated as the mean change divided by the SD of the change. Cohen's d allows classification of effect size into small (0.2 to 0.5), medium (0.5 to 0.8) and large (0.8 or over); these criteria can also be applied to SMR [49, 50] . The statistics package IBM SPSS Statistics v.18 was used [51] .
To evaluate the evolution of the BDI between groups, we produced a mixed-effects model, using the monitoring time (4 times: pretest, 3-month, 6-month and 9-month) as a random effect, and as a fixed effect: the type of intervention (control versus intervention), age, gender and the type of PCC. We evaluated the goodness of fit through the Kolmogorov-Smirnov test of the model residuals.
Results
Participant flow
The flow of participants is shown in Figure 1 . Of the 246 assessed in the study, 15 people declined to participate.
Patients characteristics
231 patients were included in the study. Patients were randomized either to psychoeducational intervention (n=119) or control group (n=112). These two groups were similar at baseline in terms of demographic and clinical characteristics, except with respect to marital status (p=0.030). Table 2 shows the baseline characteristics of the total study population and the intervention group. The typical patient was a woman, Spanish national, approximately 54 years old, married/cohabitant, with primary education and self-employed. She had one/two children and referred to a stressful event in the previous months. Those allocated to the psychoeducational group received a mean of 8.68 (SD 3.64; range 0-12) sessions. Adherence to psychoeducational intervention was reasonably good, with only 2 of 119 (1.68%) patients not attending any sessions and 88 (73%) receiving at least eight or more sessions.
The sessions received by the intervention group were: 12 sessions (n=38); 11 sessions (n= 15); 10 sessions (n= 23); 9 sessions (n= 6); 8 sessions (n= 6); 7 sessions (n= 3); 6 sessions (n= 3); 5 sessions (n= 2); 4 sessions (n= 1); 3 sessions (n=1); 2 sessions (n= 5); 1 session (n= 14) and 0 sessions (n= 2).
Attrition and dropout
Sixty-one patients were not evaluated at post-treatment (did not respond to the BDI questionnaire), 26 from the IG and 35 from the CG. At 6 month follow up, 42 from the IG and 48 from the CG, and at 9 month follow up, 37 from the IG and 42 from the CG.
Of these, 61 patients were not evaluated at posttreatment, 54 of them were drop-outs (drop-outs = patients who were not evaluated at post-treatment and follow-up assessments at 6 and 9 months). Therefore, the overall drop-out rate was 23%. The drop-out rate was 19.3% (n=23) in the intervention group and 24.1% (n=27) in the control group. Drop-outs from the experimental condition did not differ statistically from those in the control group at follow-up assessment. The reasons for drop-out were: not contactable by telephone and did not attend the interview with the nurse (n=42), not interested in the study (n=1), change of address (n=3), referred to a secondary mental health service (n=2) and other unspecified reasons (n=6).
We analysed the 231 patients included in the study, as the analysis was carried out on an intent-to-treat basis.
Intervention effectiveness: remission
The proportion of patients achieving remission status (BDI≤11 score) was examined using the Riedel remission criteria for major depression [46] .
Post-test results showed that more participants in the intervention group (34.5%) had scored in the nonsymptomatic BDI range (BDI≤11 score) than participants in the control group (18.8%); the 15.7% difference was statistically significant (p=0.003, 95% CI 4.5 to 26.9). After 6 and 9 month follow-up the results were similar; the proportion was 40.3% in the intervention group and 26.8% in the control group and the 13.5% difference was statistically significant (p=0.014, 95% CI 1.5 to 25.6). Table 3 shows the proportion of patients remitting through treatment in the overall, mild and moderate sample. The number needed to treat (NNT) is about 6.4 at short-term, and 7.4 for the long-term (after 9 months); i.e. reducing BDI below 11.
As we were interested in analyzing what kind of population can benefit most from receiving the intervention, participants were categorized into mild (BDI ≤18) and moderate initial depressive symptomatology (BDI ≥19), based on the pretest BDI sample median. Of the total sample of 231 people, 86 had mild symptoms and 146 moderate symptoms at baseline.
In patients with mild depression (pretest BDI), results showed that the remission was statistically significant at post-test and at 6 and 9 month follow-up. Post-test results showed that the proportion in the non-symptomatic range of the BDI was 56.8% in the intervention group and 31.3% in the control group, the 25.5% difference was statistically significant (p=0.009, 95% CI 5.01 to 46). At 6 month follow-up, the proportion was 59.5% in the intervention group and 41.7% in the control group, but the 17.8% difference was not statistically significant (p=0.051, 95% CI −3.3 to 39). After 9 months the proportion was 64.9% in the intervention group and 37.5% in the control group; the 27.4% difference was statistically significant (p= 0.006, 95% CI 6.7 to 48) ( Table 3) .
In patients with moderate depression (pretest BDI), results showed that the remission was statistically significant at post-test and 6 month follow-up. At post-test, the proportion was 24.4% in the intervention group and 9.4% in the control group; the 15% difference was statistically significant (p=0.007, 95% CI 2.7 to 27.2) and at 6-month follow-up it was 31.7% in the intervention group and 15.6% in the control group (16.1% difference; p= 0.011, 95% IC 2.2 to 29.9) but after 9 months, results were not statistically significant (10.5% difference; p=0.068, 95% CI −3.4 to 24.5) ( Table 3) .
Depressive symptomatology
Depressive symptoms were assessed through the Beck Depression Inventory (BDI). The difference between treatments at 3 months (psychoeducation intervention minus control) was estimated to be -2.12 (95% CI −4.03 to −0.214) which was significant (P=0.029). The negative sign indicates that participants in the psychoeducation intervention had fewer depressive symptoms than those in the control group. The results at 6 and 9 months were not significant. Table 4 shows the changes in the BDI within and between the intervention and usual care group with missing data replaced using last value carried forward.
A 2 (condition: intervention, control) x 4 (time: pretest, 3-month follow-up (post-test), 6-month follow-up, and 9-month follow-up) mixed-effects linear regression model showed a significant condition x time interaction. The results show that the evolution of the BDI over time between groups was significant, (p value non-linear trend =0.007). The effect size of this contrast is smaller in the short (post-test) and long term (9 month follow up): d'=.29 and d'=.16, respectively. Figure 2 shows the evolution of the BDI over time in the overall sample.
If, in this sample, we analysed the intervention and control group separately, the effect size within the intervention group (SRM) was moderate over time (d'= .77 post-intervention and d'=.72 at 9 month follow up) and the effect size within the control group was small over time (d'= .36 post-intervention and d'=.44 at 9 month follow up).
In patients with mild depression (pretest BDI), the difference between treatments at 3 months (psychoeducation intervention minus control) was estimated to be −2.85 (95% CI −5.16 to −0.542) which was significant (p=0.016). The results at 6 and 9 months were significant (p=0.052 and p=0.048, respectively) ( Table 4 ). The results show that the BDI was significantly affected by the time, p<.001, indicating that self-reported depressive symptomatology declined significantly during the course of treatment although regardless of which treatment was received, it was significantly affected by the type of intervention, (p value no-linear trend =0.045). The effect size of this contrast is moderate at short-term (d'= .51) and at long-term (d'= .44).
If, in this sample, we analysed the intervention and control group separately, the effect size within intervention group was moderate over time (d'= .71 postintervention and d'=.70 at 9 month follow up) and the effect size within control group was small over time (d'= .17 post-intervention and d'=.30 at 9 month follow up).
In patients with moderate depression (pretest BDI), the difference between treatments at 3 months (psychoeducation intervention minus control) was estimated to be −3.08 (95% CI −5.41 to −0.76) which was significant (p=0.001). The results at 6 and 9 months were not significant (p=0.58 and p=0.17, respectively) ( Table 4 ). The results show that the BDI was significantly affected over time, p<.001 and according to type of intervention, (p value non-linear trend =0.022). The effect size of this contrast is smaller in the short-term (d'=.47) and the long-term (d'= .24). Figure 3 shows the evolution of the BDI over time in the mild and moderate sample.
If, in this sample, we analysed the intervention and control group separately, the effect size within intervention group was large (d'= .83) post-intervention and moderate at 9 month follow up (d'=.74), and the effect size within control group was small (d'= .49) postintervention and moderate (d'=.54) at 9 month follow up.
Quality of life
Quality of life was assessed using the EQ-5D questionnaire. Table 5 shows the changes in the EQ-5D within and between the intervention and usual care group with missing data replaced using last value carried forward. The difference between treatments at 3 months (psychoeducation intervention minus control) was estimated to be 4.19 (95% CI −0.31 to 8.66) which was a trend towards significance (p=0.067). The positive sign indicates that participants in the psychoeducational intervention improved their quality of life more than the control group. The results at 6 and 9 months were not significant, and the difference between treatments descends at 9 months to 1.54 (95% CI −3.43 to 6.51). If, in this sample, we analyzed the intervention and control group separately, the post-intervention results show that the intervention group had an improvement in the EQ-5D of 8.97 points (95% CI 12.20 to 5.72; p<0.001) and was statistically significant. In the control group, the improvement was 2.29 points (95% CI 4.6 to −0.01; p=0.052), which was a trend towards significance (Table 5 ). Separate sample analyses in patients with mild depression showed the difference between treatments at 3 months (psychoeducation intervention minus control) was estimated to be 4.99 (95% CI −2.11 to 12.09) which was not significant (p=0.166). The results at 6 and 9 months were not significant, but the difference between treatments at 9 months was estimated to be 5.26 (95% CI −2.39 to 12.92), thus the improvement in quality of life was maintained over time. If, in this sample, we analyzed the intervention and control group separately, the post-intervention results show that the intervention group had an improvement in the EQ-5D of 7.89 points (95% CI 13.84 to 1.94; p=0.011), this was statistically significant and the improvement was maintained over time. The control group had an improvement of 2.79 points (95% CI 6.17 to 0.59; p=0.103), which was not significant. Abbreviations: SD standard deviation. CI confidence interval. * Differences were calculated between follow-up measurement and baseline measurement. Positive differences indicate improvement; a negative one denotes some worsening on clinical measures. # SRM: Standardized response mean. Calculated as the mean change in score divided by the standard deviation of the change in score. $ SES: Standardized effect size was computed as the mean difference between intervention and control group divided by the standard deviation of the control measurement. A positive SRM denotes improvement; a negative one denotes some worsening on clinical measures. ** Difference was calculated between intervention group and control group. Positive differences indicate improvement in the intervention group. Negative differences denote worsening in the intervention group. Interpretation effect sizes: Values 0.2-0.5 represent small changes, 0.5-0.8 moderate changes and >0.8 large changes.
In patients with moderate depression, the difference between treatments at 3 months (psychoeducation intervention minus control) was estimated to be 5.36 (95% CI −0.26 to 10.99) which was not significant (p=0.062). The results at 6 and 9 months were not significant. If, in this sample, we analyzed the intervention and control group separately, the post-intervention results show that the intervention group had an improvement in the EQ-5D of 9.45 points (95% CI 13.39 to 5.50; p<0.001). This was statistically significant, and the Control Group showed no significant improvements; -1.92 points (95% CI 5.15 to 1.31; p=0.239).
Discussion
We found a relationship between the psychoeducational group intervention and remission of depressive symptoms. More patients from the IG had remission of their depressive symptoms at short and long term compare with the control group. The psychoeducational group intervention proved to be effective in the short term, showing a reduction in the BDI score of 5 points and this symptomatic improvement in the BDI continued to follow up at 9 months. In contrast, the control group needed 9 months to achieve a 3 point improvement in the BDI. We could say that it is an effective intervention in the short term, although the effect size is small.
When analyzing what kind of population can benefit most from receiving the group intervention; mild or moderate depression participants, we found that patients with mild symptoms obtained a higher rate of symptom remission in the short and long term and symptomatic improvement in the BDI remained over the long term, as distinct from the moderate depression group, where the improvement was only significant post-intervention (short term).
Comparison with other studies
Psychoeducation has proved effective as psychotherapy for depressive-symptom management in the Primary Care setting [24, [26] [27] [28] 30, 52, 53] . However, there is a need to clarify both the magnitude of the effect (from 0.21 to 0.80) of this intervention and the associated factors that influence the measurement of efficacy. Some factors to take into account have been described: the type of psychoeducational intervention used [24, 26, 27, 29, 30, 53] , the clinical rating scale [24, 26, 27, 30, 53] , intensity of clinical depressive symptoms at the beginning [26, 28, 54] , and the duration of the therapeutic effect of the intervention [24, [26] [27] [28] 30, 52] .
One of the greatest difficulties in reviewing studies on the effectiveness of group psychoeducation in depression in primary care is that there is no consensus on the definition of psychoeducation. The studies which have used the term "psychoeducation" to define the type of psychological therapy have defined it as an applied educationalbehavioral intervention [29] , or interventions with behavioral components (behavior change, pleasant activities), cognition (cognitive restructuring, counseling), education (direct instruction, lectures) and competence (broad skill training) [26, 55] . Thus, we find interventions of various orientations that share a high didactic and psychoeducational group structure. This would include CBT orientation interventions with a psychoeducational group format structure [53] , specific psychoeducational interventions to improve adherence to drug treatment [29] , and multicomponent interventions (stepped care) structured in a psychoeducational group format [30] ; or the CWD course of cognitive-behavioral orientation [14, 24, 26, 27, 31] . Most studies [24, 27, 28, 30, 52, 53] that have used a psychoeducational intervention also included homework for the patient.
In our study, we developed a psychoeducational group intervention protocol that included material from the 12 sessions [47] , a CD with the material from each session and homework for the patient; so reaffirming the concept of psychoeducation in our intervention.
There are few randomized studies of group psychoeducation based on this approach of providing education about the disorder and healthy lifestyle behaviors; aspects that have been shown to help in the recovery of these patients [15, 39, 56] .
Most studies that have evaluated the effectiveness of psychoeducation have used the Beck Depression Inventory (BDI) [24, 26, 27, 52, 53] as a clinical assessment scale, which, unlike the Hamilton Rating Scale for Depression (HRSD) [30] , includes the psychological and psychosocial aspects, emphasizing the cognitive component of depression which is a very important issue in primary care.
The effectiveness of psychoeducation in the short term (post-intervention or 3 months) has already been demonstrated [26, 30, 52] and there are no discrepancies between studies. However, with respect to the duration of the therapeutic effect of psychoeducation at 6 and 12 month follow-up, results are controversial. The study by Allartvan Dam [28] evaluated the long-term preventive effects of an effective CWD course in the same sample of patients as in the earlier study [26] with a significant effect at 6 and 12 month follow-up (p=0.003 and p=0.03 respectively) but only in the participants with low initial symptomatology (BDI between 10 and 25). The study by Dalgard [27] evaluated the effect of a modified CWD course on unipolar depression at 6 and 12 month follow-up. Results showed that there was a significant improvement in symptoms (p=0.009) and the effect size at 6 month follow-up was small (d'=.47) but at 12 month follow-up, the BDI in the intervention group remained stable with a difference of 8 points. The study by Dowrick [26] evaluated the psychoeducation group for depressed adults and the results show us that the psychoeducation intervention reduced the severity and duration of depressive disorder after 6 months, but not at 12 months. In the study by Brown [52] , patients significantly improved their BDI at 6 and 12 month follow-up, and in the study by Araya [30] , significant improvements of 9 points between groups (p <0.0001) were maintained at 6 month follow-up.
Our results shows a significant improvement in symptoms post-intervention (p = 0.029; d'=.29) although the effect size is small but this improvement is not maintained at 9 month follow up (p = 0.24; d'=.16).
If we focus on the severity of initial clinical depressive symptoms, most studies included a sample of patients with an average BDI of 22. When we tried to identify the subgroup of patients which most benefits from this intervention, we divided the population according to their initial BDI: "mild" (BDI ≤ 18) or "moderate" (BDI ≥ 19). It was observed that patients with mild depressive symptoms have significantly improved symptoms in the short and long term (p = 0.001 and p = 0.048, respectively) with a moderate and small effect size (d'=.51 and d'=.44, respectively).
Our results coincide with those found in a review [54] where it is shown that psychological treatments for minor depression, including psychoeducation, are effective in the short-term (d' = .42). However, the long-term improvement was not significant. Another study [26, 28] concluded that patients with mild symptoms had low levels of depressive symptoms during the follow-up period, and at one year this population had depression scores that indicated an absence or very low level of symptoms.
However, when analyzing the sample of patients with moderate symptoms, our results show significant improvement in symptoms only in the short-term with a small effect size (d' = 0.47).
In conclusion, we could say that the effectiveness of psychoeducation would be short-term (post-intervention) in the population with more severe symptomatology while, in patients with mild symptoms, it would be effective at both short and long term (follow-up at 6 and 9 months).
One of the most important aspects of our study is to evaluate the effectiveness of the intervention based on the remission of symptoms.
In relation to the remission of depressive symptoms (BDI ≤ 11) [46] , our results show that 35% of the intervention group (IG) versus 19% in the control group (CG) had depressive symptoms post-intervention, and this 16% difference between groups was significant (p = 0.003). Follow-up at 6 and 9 months showed a significant difference of 14% (p = 0.01), with a 40% improvement in the IG versus 27% in the CG. These data are consistent with those found in one study [26] which showed that 52.5% of the intervention group did not present depressive symptoms (BDI <10) (Beck, 1988) post-intervention compared with the control group; 31.7%, with a significant difference of 20.8% (p = 0.04) between groups.
When analyzing the sample of patients with mild symptoms (initial BDI ≤ 18), we observed that 57% of the intervention group showed an absence of depressive symptoms versus 31% in the control group post-intervention, with a significant difference between groups of 25% (p = 0.009).
At 6 month follow-up, 59% of the intervention group improved versus 42% of the control group; a difference of 18%, and at 9 month follow-up, 65% improved in the intervention group versus 38% in the control group, with a 27% significant difference between groups (p = 0.006). These results support the effectiveness of this intervention in this subgroup of patients.
When we talk about the remission of symptoms in terms of number needed to treat (NNT), we observed that our NNT of 6.4 post-intervention and 7.4 at 9 month follow-up are supported by those obtained in the study by Dalgard [27] with a smaller sample of patients (n = 155) which was 6 at 6-month follow-up, and the Dowrick ODIN study [16] (n = 452) which was 7 at 6 months, supporting the effectiveness of the intervention. Another variable analyzed was quality of life and whether this could be associated with an improvement in depressive symptoms. At first, it was seen that the patients with mild symptoms have better quality of life compared with those with the most severe symptoms, although it has been observed at baseline that milder symptom patients already had better quality of life compared with those with the most severe.
Our results show that psychological intervention improves quality of life for both groups in the short-term, but only the patients with mild symptoms maintain this long-term improvement. No significant differences were found between the intervention group and the control group but this may be due to methodological issues related to the questionnaire used, EQ-5D, which has no cut-off points.
According to the results, this intervention is effective in both the short and long term with high rates of remission in patients with mild depressive symptoms.
We should mention the minor depression has a prevalence of 5-16% in primary care patients [57] and is an important risk factor for major depression, which develops in 10-25% of patients with subthreshold depression within 1-3 years [58] . It is also associated with psychological suffering, significant decrements in health, impairment in daily living activities and has a considerable impact on quality of life [57] .
Strengths and limitations of this study
Our trial has a number of strengths: firstly, it is the first study to assess the effectiveness of this psychoeducational group intervention which includes health education about the disorder, healthy behaviors, social skills and cognitive-behavioral techniques. Secondly, determining the target population; in this case patients with mild depression. Third, the study was conducted in Spain, specifically in Catalonia, and this is the first multicenter randomized study that assesses the effectiveness of a psychoeducational intervention in this country. Fourth, the sample population was representative of all Barcelona. The PCC participants were located in various areas of Barcelona, with different socio-demographic and economic resources. And finally, highlighting the role of the nurses who led the psycho-educational groups.
Despite the positive findings, potential biases need to be considered when evaluating the study. Some of the limitations of the study could be as follows: firstly, we performed a randomization of patients, but there is no double-blind, the patient knows who belongs to the intervention or control group, as do the nurses and doctors in the PCC. It was difficult for researchers to remain masked to group allocation. However, participants completed self-rating assessments of mood and quality of life. Therefore, that lack of blindness should not have affected our primary outcome to any great extent.
Secondly, the study employed only a two-outcome measure, BDI and EQ-5D, as we wanted the study to be as close as possible to the usual practice of the Primary Care Centers. It is a naturalistic study. Thirdly, the remission of depression was assessed by a screening questionnaire (BDI) rather than a diagnostic interview. Fourth, the overall drop-out was 23%, when we estimated a loss rate up 15%. This loss rate would affect to estimate the real evolution of the BDI a long-term. There wasn't difference between groups in the loss rate. These losses are consistent with those found in other studies; between 25% and 37% [14, 18] . Finally, further studies are required to confirm these results.
Conclusions
Our results show that this psychoeducational intervention is more effective in patients with mild symptoms, since they have higher remission rate of symptoms at short and long term. Moreover, this improvement is associated with a better quality of life. The data do not demonstrate that the intervention is effective at long term in patients with moderate symptoms.
